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Abstract 
Several diagnostic interviews have been developed for use with children.  
However, there is little empirical evidence to support the effectiveness of these 
interviews (Mash & Hunsley, 2005).  Two interviews, the Schedule for Affective 
Disorders and Schizophrenia for School Aged Children (K-SADS) (Puig-Antich & 
Chambers, 1978), and the Children’s Interview for Psychiatric Syndromes/Parent-
Children’s Interview for Psychiatric Syndromes (ChIPS/P-ChIPS) (Weller, Weller, 
Rooney, & Fristad, 1999a & 1999b), were compared to examine the efficacy of different 
diagnostic interviews used with children.  Each interview was administered to 25 
parent-child informant pairs from the Longitudinal Assessment of Manic Symptoms 
(LAMS) study at The Ohio State University.  Children were split into two groups, 7-10 
years and 11-14 years, and diagnoses from each interview and a clinician report were 
compared for the older and younger groups.  Findings showed no age effect for 
agreement between each interview and clinician report.  However, the older group 
showed higher agreement between ChIPS summary and K-SADS diagnoses than the 
younger group.  Finally, child K-SADS interviews alone reported too few diagnoses to 
compare with the ChIPS, which may suggest the superiority of the ChIPS at eliciting 
responses from children. 
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A Comparison of Diagnostic Interviews for Children 
Several interviews have been developed to ascertain clinical diagnoses in 
children and adolescents.  These interviews come in various forms, all of which can be 
useful in different settings and with different populations.  However, although several 
interviews for children are currently in use, little attention has been paid to the 
developmental differences that affect assessment ability in children and adolescents 
(Achenbach, 2005).  In fact, many interviews that currently set the standard for the 
assessment of disorders in children have not been sufficiently researched or empirically 
supported (Mash & Hunsley, 2005). Thus, current child diagnostic interviews lack 
proper standardization and may be ineffective (Achenbach, 2005).   
Furthermore, results of diagnostic interviews regarding children are often based 
almost entirely on the responses from a parent informant.  According to meta-analyses, 
there is little correlation between parent informant responses and child informant 
responses (Achenbach, McConaughy, & Howell, 1987).  However, the child clinical 
interview can provide some valuable information to supplement the parents’ report of 
symptoms.  For example, observing the child during an interview, including their 
“activity level, attention span, impulsivity, distractibility, reactions to frustration and 
praise, responsiveness to limit setting, communicative competence, nervous 
mannerisms, range of emotional expression, and logic of thought processes”, allows the 
interviewer to experience the child’s potentially symptomatic behavior first-hand 
(Hughes & Baker, 1990 as cited in McConaughy, 2000).  Further, a child interview can 
help reveal the child’s perception of their experiences, which is perhaps more important 
than the experiences themselves (McConaughy, 2000).  Therefore, the current child 
portions of clinical interviews are useful but should not be considered more than “one 
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piece of a puzzle that is ready to be assembled after all other data are gathered” 
(Kestenbaum, 2006).   
Diagnostic interviews for children and adolescents vary in length and structure, 
and two types of interview are of interest to this study.  The first, structured interviews, 
were developed to impose reliability and validity on the clinical interview. They include 
questions to be read verbatim and in the order directed by the test administration 
manual.  Most require “yes” or “no” responses, and the interview provides little room 
for clinical judgment.  Thus, the administration of a structured interview is not 
necessarily limited to those with extensive clinical training (Edelbrock & Costello, 1984).  
However, structured interviews are generally not effective at gathering a broad scope of 
information, such as a person’s wide range of feelings, personality traits, and coping 
strategies, which can affect the perception of events, behavior, and symptoms.  To 
incorporate general personality characteristics and circumstances, the first semi-
structured interviews were developed (Kestenbaum, 2006).   
In contrast, semi-structured interviews offer the interviewer a set of suggested 
questions without imposing a particular order.  These questions are worded at the 
discretion of the interviewer and are open-ended; the interviewer has some freedom to 
interpret informant responses.  Semi-structured interviews are currently considered the 
most appropriate diagnostic interviews for use with children because they allow 
interviewers to use a questioning strategy that is flexible, and therefore sensitive, to 
each child’s language abilities and developmental level (McConaughy, 2000).  However, 
since the use of clinical judgment is necessary, only experienced clinicians or 
professionals who have received extensive training may administer most semi-
structured interviews (Edelbrock & Costello, 1984).   
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Specifically, two interviews were compared in this study: the Schedule for 
Affective Disorders and Schizophrenia for School Aged Children (K-SADS; Puig-Antich & 
Chambers, 1978), a semi-structured interview, and the Children’s Interview for 
Psychiatric Syndromes/Parent-Children’s Interview for Psychiatric Syndromes (ChIPS/P-
ChIPS), a highly structured interview (Weller, Weller, Rooney, & Fristad, 1999a & 
1999b).  The K-SADS is currently viewed as the standard for research regarding bipolar 
youth (Nottelmann et al., 2001).  The ChIPS has not yet been used extensively in 
research but was developed specifically for use with children six years and older (Weller 
et al. 1999a & 1999b). 
Schedule for Affective Disorders and Schizophrenia for School Aged Children: Present 
and Lifetime Version Plus (K-SADS-PL-W) 
The K-SADS was developed from an adult measure, the Schedule for Affective 
Disorders and Schizophrenia (SADS; Endicott & Spitzer, 1978) and is widely used to 
assess childhood mood disorders.  It has been updated several times to remain 
consistent with the Diagnostic and Statistical Manual of Mental Disorders (DSM; 
American Psychiatric Association) revisions.  The K-SADS Present Episode Version (K-
SADS-P; Chambers et al., 1985) is the basis for versions of the K-SADS that are widely 
used in research.  The K-SADS-P consists of four sections: affective, anxiety, conduct, 
and psychosis.  It has demonstrated moderate test-retest reliability (0.54-0.63) for 
depression and conduct disorder, high reliability for “nonmajor” depressive disorders, 
and poor reliability for anxiety disorders (Chambers et al., 1985). 
Three versions of the K-SADS are currently used in research.  The first, the K-
SADS “present and lifetime” version (K-SADS-PL; Kaufman et al., 1997) was developed 
to assess a child’s current and lifetime diagnoses. The K-SADS-PL includes a wider 
range of Axis I disorders than the original K-SADS.  The interview also offers six 
Comparison of Diagnostic Interviews for Children 6 
supplements that can be used if cardinal symptoms are endorsed in the screening 
portion of the K-SADS-PL.  Impairment ratings are included for each disorder, and a 
section for rating global impairment can be found at the end of the interview 
(Ambrosini, 2000). According to Kaufman et al. (1997), the K-SADS-PL takes about 75 
minutes per informant to administer to a psychiatric outpatient population.  It has 
demonstrated criterion validity with several measures, including the Child Behavior 
Checklist.  Test-retest reliability for the K-SADS-PL has been high (0.77-1.00) for 
depressive disorders, bipolar disorder, oppositional defiant disorder, anxiety disorders, 
and conduct disorder and moderate (0.63-0.67) for ADHD and posttraumatic stress 
disorder.  Ambrosini (2000) also checked test-retest reliability and found it to be 
generally high, ranging from 1.00 for major depressive disorder to 0.55 for ADHD. 
Another version is the Washington University in St. Louis K-SADS (WASH-U-
KSADS; Geller, Williams, Zimmerman, & Frazier, 1996).  This version of the K-SADS 
was created for research with childhood-onset bipolar disorder.  It was created based 
on the K-SADS-Present Episode Version-1986 (K-SADS-1986; Puig-Antich & Ryan, 
1986), an update to the K-SADS-P.  In addition to the base interview, the WASH-U-
KSADS includes a detailed mood disorder section to assess mania, rapid cycling, and 
comorbid conditions.  Psychometric studies determined that internal consistency and 
interrater reliability were both high for the new mania rating scale (Axelson et al., 
2003). 
Finally, the K-SADS Present and Lifetime Version Plus was developed (K-SADS-
PL-W; Lingler, Bedoya, & Findling, 2007).  This version combines the K-SADS-PL with 
the mood disorder items from the WASH-U-KSADS and has been updated to be 
consistent with the DSM (4th ed., text revision) (DSM-IV-TR; American Psychiatric 
Association, 2000).  It also includes a supplement for pervasive developmental 
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disorders.  No psychometric properties for the K-SADS-PL-W have been reported in the 
literature.   
Children’s Interview for Psychiatric Syndromes (ChIPS) 
The ChIPS (Weller et al., 1999a) was created to address the major problems 
associated with current diagnostic interviews, including “excessive length” and “the use 
of age-inappropriate language” (Teare, Fristad, Weller, Weller, & Salmon, 1998a).  The 
interview includes age-appropriate vocabulary and short, simple sentence structure 
(Teare et al., 1998a).  Questions are also relatively short, since children are better able 
to understand shorter sentences (Harris & Liebert, 1987).  It is relatively brief in length, 
averaging 49 minutes for inpatients, 30 minutes for outpatients, and 21 minutes for a 
community-based sample (Weller, Weller, Fristad, & Rooney, 2000).  
Further, the ChIPS provides specific alternative phrases that the interviewer can 
use if the child being assessed is not familiar with the vocabulary of a question (Weller 
et al., 2000).  For example, one questions asks, “Do you feel more cranky [crabby, 
grumpy, snappy] than usual?” (Weller et. al., 1999a).  The interviewer has the option 
to use any of the words in brackets if the child appears confused by the language in the 
question, in this case, “cranky”.  The use of alternative vocabulary was another step 
intended to increase child comprehension and cooperation during the interview (Weller 
et al., 2000).   
The interview begins with the most common psychiatric syndromes (i.e., ADHD) 
and ends with the least common (i.e., schizophrenia).  Interview questions are asked 
using a branching format that first considers cardinal symptoms, or those that must be 
present to diagnose the disorder.  If the child endorses these symptoms, the 
interviewer must continue through the more disorder-specific questions to determine 
whether the child meets full criteria, duration, and impairment for diagnosis of the 
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disorder.  However, if the informant answers no to the questions regarding cardinal 
symptoms, the interviewer has the option to move on to the next disorder.  This allows 
the interviewer to assess the child relatively efficiently so the child’s attention can be 
maintained as much as possible throughout the interview (Teare et al., 1998a; Weller 
et. al., 2000).  Diagnostic criteria for the ChIPS/P-ChIPS were first derived from criteria 
found in the DSM (3rd ed.) (DSM-III; American Psychiatric Association 1980) and have 
since been updated to correspond with the criteria in the DSM (4th ed.) (DSM-IV; 
American Psychiatric Association, 1994; Weller, et al. 2000). 
Psychometric studies of the ChIPS/P-ChIPS have found that the interview is both 
reliable and valid for assigning psychiatric diagnoses to children and adolescents.  The 
original ChIPS, which contained diagnostic criteria consistent with the DSM-III, was 
compared to the Diagnostic Interview for Children and Adolescents (DICA; Herjanic, 
Herjanic, Brown, & Wheatt et al., 1975), a widely-used interview structured similarly to 
the ChIPS (Teare et al., 1998a).  Compared with the DICA, the ChIPS demonstrated 
superior sensitivity (0.80 vs. 0.61) but slightly lower specificity (0.78 vs. 0.87) in an 
inpatient sample of 42 children.  Overall, the ChIPS showed high levels of agreement 
with an established, reliable assessment (Teare et al. 1998a). 
The ChIPS was then revised for the Diagnostic and Statistical Manual of Mental 
Disorders (3rd ed., revised) (DSM-III-R; American Psychiatric Association, 1987) and 
was compared to the revised Diagnostic Interview for Children and Adolescents (DICA-
R-C; Welner, Reich, Herjanic, Jung, & Amado, 1987).  A parent version, the Children’s 
Interview for Psychiatric Syndromes- Parent Version (P-ChIPS; Weller et al., 1999b), 
was also added.  In a sample of 71 inpatient and outpatient children, ChIPS sensitivity 
was moderate (0.48 on average), and specificity was high (0.86).  ChIPS demonstrated 
higher agreement with clinician diagnosis than the DICA-R-C, and showed significant 
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overall agreement with the DICA-R-C.  Administration time of the ChIPS was also about 
23 minutes shorter than the DICA-R-C for both inpatients and outpatients (Teare, 
Fristad, Weller, Weller, & Salmon, 1998b).  The DSM-III-R P-ChIPS has shown 
moderate agreement with the DSM-III-R ChIPS as well as the clinician diagnoses in a 
clinical setting.  In a sample of 36 child-parent pairs, P-ChIPS sensitivity was 0.87, and 
specificity was 0.76 (Fristad, Teare, Weller, Weller, & Salmon, 1998). 
Finally, the ChIPS and P-ChIPS were updated according to the DSM-IV.  In a 
sample of 47 psychiatric inpatients aged 6 to 17, agreement between DSM-IV ChIPS 
and DICA-R-C was similar to previous findings, as was agreement between the DSM-IV 
ChIPS and discharge diagnoses of the sample.  Sensitivity was 0.70, and specificity was 
0.84 when compared with clinician diagnoses.  Further, concordance between ChIPS 
and clinician report was 86% in the 6-12 age group, and in the 13-17 age group, 
concordance was 83%.  The absence of an age effect indicates the possible benefit of 
using the ChIPS with populations of younger children (Fristad, Cummins, et al., 1998).  
The DSM-IV ChIPS has also been tested in a nonclinical sample of 40 children ages 6-
18.  Results suggest that ChIPS diagnoses accurately reflect the diagnoses expected in 
a nonclinical sample, as 17.5% of the sample endorsed at least one disorder (Fristad, 
Glickman, et al., 1998).   
Thus, the ChIPS/P-ChIPS psychometric studies have demonstrated its 
effectiveness at assigning diagnoses in clinical populations (Fristad, Cummins et al., 
1998).  These studies have also confirmed the ability of the ChIPS to screen out 
children who do not have diagnoses (Fristad, Glickman et al., 1998).  Additionally, the 
ChIPS has thus far demonstrated its value as a diagnostic tool for a wide range of 
children due to its simplicity and brevity (Fristad, Cummins et al. 1998).  According to 
Weller et al. (2000), the ChIPS and P-ChIPS may be more sensitive than other 
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interviews at eliciting diagnoses from children (0.66 vs. 0.41, respectively).  Further, 
the ChIPS and P-ChIPS have about the same accuracy as other interviews regarding 
specificity (0.83 vs. 0.79, respectively).  The ChIPS also has a negative predictive value 
of 0.96, indicating the proportion of true (i.e., clinician diagnoses) negatives to ChIPS 
negatives is fairly high.  This means that non-endorsed disorders on the ChIPS are not 
actually present 96% of the time, reinforcing the efficacy of the ChIPS as a screening 
tool.  However, the ChIPS has not been tested by researchers other than its authors or 
with ethnic minority samples (Weller et al., 2000). 
Comparison of Interviews 
It is important to consider how interview design may affect a child’s report of 
symptoms.  The K-SADS is a flexible interview and allows the interviewer to re-word 
questions if a child is unable to understand when asked the first time.  There is also 
more room for clinical judgment, which allows professionals to probe the child further 
should they suspect a child may be hesitant to respond or withholding crucial 
information.  Clinical judgment can also help the interviewer interpret a child’s response 
if they suspect the child does not have enough insight to answer a question accurately.  
For example, a young boy reports that he wets the bed.  However, he may be too 
embarrassed or unable to accurately report how often he wets the bed, so the 
interviewer is left to decide whether his bedwetting is deviant according to age-group 
norms or typical for his age (McConaughy 2000).   
However, the K-SADS can be quite time-consuming, taking approximately 180 
minutes to administer to both parent and child (Ambrosini, 2000).  Although the 
interviewer may provide breaks to the child throughout the interview, it can still be a 
grueling process, especially for children who exhibit inattention or other behavior 
issues.  Further, many children are unaccustomed to lengthy interactions with adults 
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and speaking about their feelings for the purpose of providing clinically pertinent 
information.  This unfamiliarity may increase the time it takes the child to consider how 
to respond to questions and also evoke anxiety, which may lead the child to respond 
untruthfully to questions for fear they will “get in trouble” for responding a certain way 
(McConaughy 2000). 
In contrast, the ChIPS/P-ChIPS is less flexible than the K-SADS and asks more 
direct questions which have been shown to elicit less information than open-ended 
questions.  However, direct questions are thought to be more effective at providing 
specific details such as severity, duration, and context of symptoms, which can help the 
interviewer determine the presence or absence of diagnoses more accurately than with 
open-ended questions (Cox, Hopkinson, & Rutter, 1981).  Further, direct questions are 
typically thought to induce anxiety because they may seem threatening or accusatory 
to children (Bierman, 1983, as cited in McConaughy, 2000).  However, psychometric 
studies have shown high child cooperation during the ChIPS/P-ChIPS because of the 
characteristics meant to assist children’s ability to understand question content (Weller, 
et al. 2000).  These include bracketed alternative phrases in some questions and 
simple, concise wording throughout the interview.  Further, the branching format of the 
ChIPS/P-ChIPS allows the interviewer to skip whole portions of the interview, which 
shortens administration time if the informant does not endorse certain groups of 
symptoms.  It also allows interviewers to move through the interview quickly, an 
average of 36 minutes per informant (Rooney, Fristad, Weller, & Weller, 1999), which is 
especially beneficial when considering attention span of a clinical population, or of 
children in general. 
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Purpose of This Study 
I compared results obtained from the ChIPS/P-ChIPS to those from the K-SADS 
in two groups of youth: ages 7-10 and ages 11-14.  Five sources of diagnostic data 
were used for comparisons: clinician report; ChIPS summary; K-SADS diagnoses; 
ChIPS diagnoses; and child K-SADS diagnoses.  The clinician report includes those 
diagnoses assigned by a licensed clinician who has considered the parent and child 
reports from both the K-SADS and ChIPS/P-ChIPS, family history information, and the 
interviewers’ observations of parent and child behavior.  The ChIPS summary is the 
final report of ChIPS/P-ChIPS diagnoses based on both the parent and child interviews, 
combining the diagnoses derived from the ChIPS with those from the P-ChIPS.  In 
contrast, the K-SADS diagnoses is the final report of K-SADS diagnoses after all 
symptoms have been considered but is not necessarily the sum of the parent and child 
diagnoses.  That is, if one informant reports diagnosis but the other does not, the 
interviewer can choose whether to assign that diagnosis based on their clinical 
judgment and overall understanding of the child’s situation.  Finally, the ChIPS 
diagnoses and child K-SADS diagnoses are the diagnoses obtained from the ChIPS and 
the child portion of the K-SADS. 
Specifically, I made the following comparisons with each age group: 
• ChIPS/P-ChIPS Summary vs. Clinician Report 
• K-SADS Summary vs. Clinician Report 
• ChIPS/P-ChIPS Summary vs. K-SADS Summary 
• ChIPS Diagnoses vs. Child Portion of K-SADS Diagnoses 
As stated earlier, the child interview is only a small part of the assessment 
process.  Currently, the parent interview is considered more useful than the child 
interview for accurately reporting symptoms.  However, based on the specific 
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development of the ChIPS for children as young as age six and the absence of an age 
effect between child and adolescent groups in prior research, I hypothesized the ChIPS 
would elicit more accurate responses than the K-SADS in both age groups. I also 
expected that older children will be able to report more accurately than younger 
children on the K-SADS because the vocabulary and complexity of sentence structure 
should matter less for those with more developed language skills, although I expected 
that even the 11-14 age group would also struggle with reporting on the K-SADS 
interview.  Further, because the parent interview is such an integral part of the K-
SADS, I anticipated K-SADS diagnoses would be based mainly on the parent report, 
especially for the younger group. 
Hypotheses 
1. Age groups will not differ in agreement between the ChIPS summary and 
clinician report. 
2. Age groups will not differ in agreement between the K-SADS and clinician 
report. 
3. Agreement between the ChIPS summary and the K-SADS will be high in both 
groups but better in the 11-14 age group. 
4. Agreement between ChIPS diagnoses and child K-SADS diagnoses will be low 
to moderate for both groups but higher in the older group. 
Method 
Participants 
  Participants were recruited as part of the Comparison of Diagnostic Interviews 
for Children Accessing Outpatient Mental Health Services (CDIC), a current dissertation 
project comparing two diagnostic interviews: the Schedule for Affective Disorders and 
Schizophrenia for School Aged Children (K-SADS) and the Children’s Interview for 
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Psychiatric Syndromes (ChIPS/P-ChIPS).  CDIC participants were recruited from various 
outpatient mental health clinics in the Columbus area as part of the Longitudinal 
Assessment of Manic Symptoms (LAMS), an ongoing study of children and adolescents 
considered at-risk for developing bipolar disorder during an initial screening 
(RO1MH073801-02, PI: Fristad, M. A., Co-I: Arnold, L. E.).  LAMS participants attend 
an initial baseline assessment and return for follow-up assessment every six months.  
CDIC participants were recruited during their 12- or 24-month LAMS follow-up 
assessment during which they receive the full version of the K-SADS-PL-W. 
The CDIC sample size will be 50 parent-child pairs (50 children/adolescents age 
7-14 and 50 parent informants), drawn from the LAMS sample, which currently has 168 
participants.  This study had a final sample size of 25 parent-child pairs from the CDIC 
sample.  LAMS participants are recruited from outpatient mental health clinics in the 
greater Columbus area and screened for eligibility.  During the screening process, 
parent informants complete the Short Form of the General Behavior Inventory (P-GBI-
SF10; Youngstrom et al., 2005) about their child/adolescent to identify youth with 
elevated symptoms of mania.  About 15-20% of the LAMS sample is considered a 
comparison group, recruited from the same population, and includes children who do 
not experience elevated symptoms of mania.  This study includes participants from both 
the comparison group and the positively screened group to remain consistent with 
LAMS and CDIC and to obtain the most representative sample of LAMS participants. 
Children who participate in LAMS are not required to have a DSM-IV diagnosis, 
but most do.  Diagnoses in the LAMS study include mood disorders, anxiety disorders, 
schizophrenia and other psychotic disorders, posttraumatic stress disorder, adjustment 
disorders, attention deficit hyperactivity disorder (ADHD), oppositional defiant disorder, 
conduct disorder, eating disorders, and elimination disorders.  If a child receives the 
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diagnosis of autism or intellectual disability (defined by an IQ <70 and impairment in 
adaptive functioning) during their LAMS baseline assessment, the child is exited from 
the study at that point and does not return for follow-up interviews.  Thus, no child in 
the CDIC sample has been diagnosed with either of these disorders. 
Measures 
  Instruments used in this study are the K-SADS Present and Lifetime Version Plus 
(K-SADS-PL-W; Lingler et al., 2007, January) and the Children’s Interview for 
Psychiatric Syndromes (ChIPS/P-ChIPS; Weller et al., 1999a; 1999b). 
This version of the K-SADS-PL-W was created specifically for LAMS.  It includes 
additional screening items and a supplement for pervasive developmental disorders.  
These do not appear in any earlier edition of the K-SADS, and there are no 
psychometric data to report on the items or the supplement.  Several items were also 
cut from the original K-SADS-PL-W.  Any outdated items, such as items to assess 
criteria from the DSM-III not retained in the DSM-IV, were removed.  Some items 
regarding associated features of depression and mania were also removed a short time 
after the start of LAMS to shorten the K-SADS to a more palatable length for 
participating families.  Altogether, the K-SADS used in LAMS and CDIC tests for 42 
DSM-IV Axis I disorders.   
The ChIPS is a highly structured interview that screens for 20 DSM-IV diagnoses.  
It was administered according to instructions in the ChIPS/P-ChIPS Administration 
Manual (Rooney, et al., 1999). 
Procedure 
Participants were recruited for CDIC at their LAMS 12- or 24-month follow-up 
interview.  Potential participants were asked whether they would like to participate in 
CDIC and were informed that their participation would in no way affect their present or 
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future participation in LAMS.  Participants were also offered $10 in addition to the $50 
or $60 for a LAMS 12-month or 24-month follow up, respectively.  If both parent and 
child informants agreed to participate, written consent and assent were obtained.  If a 
child informant was unable to read an assent form, the interviewer read a verbal assent 
script with the parent present.  Parent and child informants were then interviewed 
separately.   
The order of interviews was balanced so the K-SADS was administered before 
the ChIPS/P-ChIPS half the time and vice versa.  All interviews were timed using a 
stopwatch, and interview duration was recorded to the nearest minute.  K-SADS 
diagnoses were recorded on one form and ChIPS/P-ChIPS diagnoses on another.  After 
each interview, diagnoses were entered into a database, and interview scoring sheets 
were placed into locked filing cabinets in the LAMS office.  Clinician report diagnoses 
were collected after the LAMS case review meeting between K-SADS interviewers, 
ChIPS interviewers, and the experienced clinician.  These diagnoses were recorded on a 
summary form and entered into the database.  The clinician form was then filed with 
the other summary diagnosis forms in the locked filing cabinets.  Each child’s birth date 
was obtained from his/her LAMS baseline demographics form, and age at the time of 
CDIC interview was entered into the database.   
In the case that a child reported symptoms on the ChIPS or K-SADS but did not 
meet full criteria for a disorder, the diagnosis was not assigned.  It is also important to 
note that the child portion of the K-SADS is not a stand-alone interview and is not 
meant to be scored or considered separately from the K-SADS as a whole.  However, it 
was of interest to this study to examine the child interviews separately for the sake of 
comparison.  Diagnoses from the child portion of the K-SADS were based solely on child 
responses during the K-SADS interview and were assigned by a graduate research 
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associate trained in the K-SADS. In the case that a child did not participate in a section 
of the interview, no child diagnosis was reported for that section.   
Interviewers 
 Interviewers were graduate and postdoctoral research associates involved in the 
LAMS study.  Throughout CDIC, each interviewer administered both the ChIPS/P-ChIPS 
and the K-SADS.  For every interview, one interviewer was responsible for 
administering and scoring both parent and child K-SADS, and the other interviewer for 
the ChIPS/P-ChIPS, which was determined during LAMS scheduling, usually a week 
before the interview.  Interviewers were trained according to the ChIPS/P-ChIPS 
Administration Manual by a graduate research associate with three years’ experience in 
ChIPS/P-ChIPS administration and one year experience training.  Training for 
interviewers involved review of the training materials by research staff, individual 
observation and rating of two previous interviews, and group rating of one previous 
interview.  Interviewers’ first actual administration of the ChIPS/P-ChIPS was also 
observed.  Interviewers were already trained in administration of the K-SADS as a part 
of LAMS. 
To ensure inter-rater reliability, one interview (4% of the sample) was 
videotaped and re-rated by all other interviewers.  Each interviewer was required to 
show 100% agreement with other interviewers or undergo further training before they 
were permitted to conduct another unsupervised interview.  At the end of CDIC data 
collection, five interviews (10% of the sample) will be tested for inter-rater reliability, 
and interviewers will also be asked to complete a questionnaire about their perception 
of the strengths and weaknesses of each measure. 
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Results 
Examination of the Dataset 
Participants ranged in age from seven to fourteen, the mean age was 9.96 years 
(SD ± 2.05).  The (7-10) age group consisted of 15 children; ten children were in the 
(11-14) age group.  The sample was 64% male and 36% female, and the racial 
composition was: 80%=white, 4%=African American, and 16%=mixed/multiple race.  
Of the mixed/multiple race responders, 3 participants (75%) reported their race as 
White and African American.  These demographics were expected, as they are typical of 
an outpatient clinical population. 
Administration Time 
A paired t-test was calculated to compare administration times of each interview.  
Combined ChIPS/P-ChIPS administration time did not differ significantly from K-SADS 
administration time [mean ± SD (minutes): 96.0 ± 29.9 versus 89.3 ± 29.7, t = 0.93, 
df = 23, p < .36].1   
Nature of Diagnoses 
In terms of total diagnoses, the ChIPS summary elicited the highest number of 
responses (80 diagnoses total), and the child K-SADS reported the least (11 diagnoses 
total).  The clinician report elicited 69 diagnoses, or 2.8 diagnoses per child.  The 
following five diagnoses were not computed because they were not reported by any 
data source throughout the study: Acute Stress Disorder, Dysthymia, Mania, Anorexia, 
and Bulimia. 
Inter-rater Reliability 
One interview (4% of the sample) was taped and rated by all nine interviewers. 
 Inter-rater reliability among interviewers was calculated using a generalized Kappa 
coefficient.  Generalized Kappa measures the agreement between multiple data 
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sources, in contrast to Cohen's Kappa, which measures agreement between only two 
(Fleiss, Nee, & Landis, 1979).  Reliability was found to be high (K = 0.904, p < 0.001) 
among raters. 
Hypothesis Testing 
Data were analyzed using a Kappa (κ) coefficient, which measures the level of 
agreement between two data sources with dichotomous variables.  All interviews, as 
well as the clinician report, are considered data sources in this study.  Kappa is an 
appropriate statistic to use because it corrects for the possibility that two data sources 
would agree by chance.  Labels for strength of agreement were based on a scale 
developed by Koch and Landis (1977).  The scale provides arbitrary cut-off points, but 
is used as a benchmark to describe the results meaningfully.  The labels are as follows 
(Koch & Landis 1977): 
Kappa Statistic   Agreement 
<0.00        Poor  
0.00-0.20       Slight 
0.21-0.40       Fair 
0.41-0.60       Moderate 
0.61-0.80       Substantial 
0.81-1.00       Almost Perfect 
 Many Kappa values were incomputable because one or both of the data sources 
did not report a diagnosis, especially in the comparison between the two child reports.  
Thus, percent agreements were also calculated for each diagnosis in all comparison 
groups so a comparison could be made (See Tables 1-4). 
Finally, the statistical significance of differences between mean Kappa values was 
not computed.  Because of the small group sizes, the confidence intervals used to 
determine significance would be considerably wide and likely to overlap, thereby giving 
an inaccurate depiction of the difference between the two means.  These values will be 
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computed when CDIC is complete and the sample size is large enough to ensure 
appropriate power for this kind of comparison. 
The ChIPS summary versus clinician report comparison showed moderate 
agreement (Mean κ = 0.59) for the (7-10) group and substantial agreement (Mean κ = 
0.68) for the (11-14) group (See Table 1).  This was fairly consistent with Hypothesis 1, 
which indicated that ChIPS summary diagnoses from both age groups would agree 
similarly with the clinician report. 
The K-SADS and the clinician report demonstrated substantial agreement (Mean 
κ = 0.79) in the younger group and almost perfect agreement (Mean κ = 0.84) in the 
older group (See Table 2).  This comparison is consistent with Hypothesis 2 in that both 
age groups showed high agreement with each other and with the clinician report. 
The ChIPS demonstrated fair agreement (Mean κ = 0.30) with the K-SADS in the 
7-10 year-olds and moderate agreement (Mean κ = 0.54) in the 11-14 year-olds (See 
Table 3).  This differs slightly from the prediction of Hypothesis 3 that the ChIPS and K-
SADS Summaries would show high agreement with each other.  However, these values 
do suggest an age effect, which was expected. 
When compared with the child K-SADS diagnoses, the ChIPS diagnoses showed 
slight agreement (Mean κ = 0.13) in the younger group and moderate agreement 
(Mean κ = 0.43) in the older group (See Table 4).  This was expected, however, mean 
Kappas for this comparison are based on very few (three to four) matching diagnoses.  
Overall, children reported only 11 diagnoses on the K-SADS (.44 per child) and 35 
(1.40 per child) on the ChIPS.  Thus, it is important to be cautious when interpreting 
these results since few diagnoses were reported at all. 
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Discussion 
Kappa values showed higher agreement between the K-SADS and the clinician 
report than the ChIPS summary and clinician report in both age groups.  While this 
difference was not overwhelming, it was not predicted by Hypotheses 1 and 2.   
However, it is important to use caution when interpreting these results due to the small 
sample size.   
The ChIPS was developed specifically to be age-appropriate for children and 
therefore was expected to accurately elicit responses from children.  The K-SADS’ 
higher agreement with clinician report could be a result of its inherent flexibility; the 
interviewer has the freedom to deviate from the original questions as necessary to 
obtain more information.  As stated earlier, semi-structured interviews were developed 
to elicit general information about an informant, such as coping strategy, personality 
characteristics, and wide range of feelings, in addition to symptoms and impairment.  
These are extraneous variables that a clinician would also consider when assigning 
diagnoses, but may not be reported in the highly structured format of the ChIPS.  
Therefore, ChIPS responses may have been accurate as far as behaviors and 
symptoms, but those symptoms could be subsumed under another diagnosis or present 
only in certain circumstances.  While the clinician would consider all these factors, the 
format of the ChIPS could make it more difficult to differentiate between overlapping 
diagnoses. Because questions are yes/no format, an informant could endorse several 
symptoms, but they may only occur in certain contexts, which may be more difficult to 
detect without further questioning (i.e. deviating from the question set).  Further, the 
ChIPS is designed for diagnostic screening and therefore would be expected to elicit 
some false positive diagnoses, which can be further followed up by the clinician in 
exchange for the reduction of false negatives.  The K-SADS is designed as a 
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comprehensive diagnostic assessment, so the expected false positives from the ChIPS 
summary could also account for the K-SADS’ slightly higher agreement with the 
clinician report. 
There was little to no difference between age groups when comparing each 
interview to the clinician report.  This was expected because: a) the K-SADS Summary 
depends heavily on parent report for its summary diagnosis, and b) the child interview 
should not negatively affect the ChIPS summary since the ChIPS was designed for 
young children and should be age-appropriate.  Although it is still uncertain whether the 
ChIPS diagnoses agreed with those of the clinician, it seems this is the case since no 
age affect was found between interviews and clinician report. 
The ChIPS showed fair agreement (κ = 0.30) with the K-SADS in the younger 
group and moderate agreement (κ = 0.54) in the older group.  These results suggest 
an age effect between groups, as predicted in Hypothesis 3.  Again, because the ChIPS 
is intended to be age-appropriate, groups should not differ in performance on the 
ChIPS.  However, wording and vocabulary matter less for children with more developed 
language skills, so older children would be better able to report accurately on the K-
SADS and therefore agree more highly with the ChIPS than the younger group. 
Finally, ChIPS versus child K-SADS diagnoses support the prediction of 
Hypothesis 4 that agreement will be low to moderate in both groups but higher in the 
(11-14) age group.  However, few diagnoses were reported, so it is important be 
cautious when drawing conclusions about agreement between the two measures.  
However, there was an interesting finding when looking at the data overall.  The child 
K-SADS data had a total of only 11 diagnoses, or 0.44 diagnoses per child.  In contrast, 
the ChIPS had a total of 35 diagnoses, (1.40 diagnoses per child).  Thus, the ChIPS 
obtains more responses from children than the K-SADS does.  It is still unclear from 
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these data whether the additional responses obtained from the ChIPS are valid, as 
agreement with the clinician report was better for the K-SADS.  Further research with a 
larger sample may help determine whether ChIPS diagnoses agreed with the clinician 
report.  Along with the other findings in this study, more data involving the agreement 
of the ChIPS with clinician report may have implications for the ChIPS as a valuable 
diagnostic tool when assessing the child informant alone. 
Further, the fact that the child portion of the K-SADS elicited so few total 
diagnoses raises the question of how effective semi-structured interviews can actually 
be when used with children.  Since they are currently considered the best way to assess 
children because of the flexibility they allow, it is interesting that children in this study 
were not able to give more responses.  This reinforces the idea that diagnostic 
interviews for children need more testing and standardization in order to improve their 
ability to assess children. 
One limitation is that the study’s sample size was too small to examine the data 
in greater detail.  Specifically, it was not possible to note differences between age 
groups for each diagnosis or gender.  Also, there were several cases in which one data 
source (clinician or interview) did not report any diagnoses, so Kappas could not be 
calculated for some of the data.  This study will be continued to obtain a sample of 50 
parent-child pairs, which will increase power (0.8 with α of 0.05) and the ability to 
detect significant difference. 
In addition to the continuation of this study and the more specific comparisons 
that follow, future research could include testing the ChIPS for use with populations 
other than those at high risk for developing bipolar disorder.  Specifically, it would be 
helpful to obtain data on participants who have diagnoses not reported in this study 
(i.e. Acute Stress Disorder, Dysthymia, Mania, Anorexia, and Bulimia).  
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Further, it would be helpful to conduct this study with an independent clinician 
who has not seen the ChIPS or the K-SADS.  In this study, the interviews were used as 
tools to give the clinician information about each child’s symptoms.  However, because 
the clinician has seen results from both interviews, there is potential for bias in the 
clinician report.  It would be of interest to examine whether independent clinician rating 
changes the diagnoses in the clinician report, thereby changing agreement with each 
interview.   
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Appendix A: ChIPS/K-SADS Shared Disorders
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Diagnostic 
Category 
Diagnosis 
Oppositional Defiant Disorder Disruptive Behavior 
Disorders 
Conduct Disorder 
Specific Phobia 
Social Phobia 
Separation Anxiety Disorder 
Generalized Anxiety Disorder 
Anxiety Disorders 
Obsessive-Compulsive 
Disorder 
Posttraumatic Stress Disorder Stress Disorders 
Acute Stress Disorder 
Anorexia Nervosa Eating Disorders 
Bulimia Nervosa 
Major Depressive Disorder Depressive Disorders 
Dysthymia 
Mania Bipolar Disorders 
Hypomania 
Enuresis Elimination Disorders 
Encopresis 
Attention-Deficit/Hyperactivity 
Disorder 
Substance Abuse  
(including alcohol) 
Schizophrenia 
Other  
Psychosis 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix B: Sample Section of the K-SADS with Scoring Sheet
  
  
  
  
  
  
  
 
  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix C:  Sample Section of the ChIPS with Scoring Sheet 
 
 
  
 Footnotes 
1K-SADS mean administration times were based on 24 interviews rather than 25 
because of a missing page of data. 
 Table 1. 
 
  
 Table 2. 
 
 Table 3. 
 
 Table 4. 
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